Primary parotid lymphoma is uncommon and rarely suspected. In most cases, the disease would have disseminated at the time of diagnosis. We describe a case of primary non-Hodgkin's lymphoma of the parotid gland which progressed to the central nervous system. Clinical history is of limited value in identifying this condition. Diagnostic imaging studies (CT or MRI) may indicate whether or not the mass is salivary in origin but do not help to confirm the diagnosis. In this case, it was deemed that FNA alone is incapable of determining the precise histological subtype for lymphoma, whilst a tru-cut biopsy demonstrated a more sensitive method of determining the diagnosis. The lessons learned from this case would prove useful for other health care providers to make an early diagnosis and hopefully manage more effectively if similar conditions appear in their practice.
Introduction
The head and neck region is the most common site where malignant lymphomas occur, however malignant lymphoma of the parotid gland is relatively rare [1] . The large majority of primary lymphomas of salivary gland involve the parotid gland, but several cases of submaxillary gland disease have been previously reported [2] . In the present article, we report a case of primary non-Hodgkin's lymphoma of the parotid gland which progressed to the central nervous system of which without invasive investigation would not have otherwise revealed the presenting diagnosis.
Case report
A 66-year-old woman presented in the surgical clinic with a swelling at the left parotid area for one-week duration which was preceded by low grade fever for a month. The patient had a past history of rheumatoid arthritis, hypertension and osteoporotic compression fractures of L2 & L3. On examination, there was a 7 cm x 5 cm tender left parotid bluish swelling, firm and fixed to skin and underlying structures. The facial nerve was intact with no palpable cervical lymph nodes. The abdomen was not distended with no organomegaly.
However, there was tenderness over the right side of the lumber and sacral spines. FNA alone is often incapable of determining the precise histological subtype for lymphoma. If lymphoma is suspected, FNA is typically followed by an open biopsy [11] . Diagnostic imaging studies (CT or MRI) indicate whether or not the mass is salivary in origin but do not help classify it histologically [11] .
In our case, there was a delay in the diagnosis because:
1. The lymphoma was not one of the differential diagnoses.
2. The FNAC that was done for her was inconclusive.
3. The CT and MRI were used for staging of a tumor. It might suggest the diagnosis of lymphoma but could not establish a histological diagnosis which was essential prior to starting lymphoma therapy.
4. Tru cut biopsy was diagnostic but done as the last investigation.
The treatment of lymphoma is based on histological subtype and the disease stage at diagnosis rather than on the type of tissue originally involved. This means that diagnostic tissue does not necessarily have to be taken from the parotid if there is disease elsewhere. The problem therefore is how to identify those parotid masses that might be lymphoma so that parotidectomy can be avoided.
The most common subtype of aggressive NHL is diffuse large B-cell lymphoma (DLBCL) [12] . The R- 3. Tru cut biopsy is more sensitive than FNAC in reaching the diagnosis; we suggest Tru cut to be the first choice in diagnostic pathology investigation.
